We read with great interest the observational study by Lee et al., 1 which compared the prevalence of premature ejaculation (PE) based on the self-report, intravaginal ejaculatory latency time criterion (IELTp1 min) and Premature Ejaculation Diagnostic Tool score (PEDTX11) among Korean men. Presumably, the prevalence of self-reported PE (19.5%) was much higher than each of PEDTdiagnosed PE (11.3%) and IELT-diagnosed PE (3%).
1 which compared the prevalence of premature ejaculation (PE) based on the self-report, intravaginal ejaculatory latency time criterion (IELTp1 min) and Premature Ejaculation Diagnostic Tool score (PEDTX11) among Korean men. Presumably, the prevalence of self-reported PE (19.5%) was much higher than each of PEDTdiagnosed PE (11.3%) and IELT-diagnosed PE (3%).
Within the last two decades, numerous studies have attempted to define the actual prevalence of PE. Unfortunately, most of these studies were poorly designed, were prone to selection and information biases and therefore had inaccurate results. Similarly, this paper has several shortcomings that significantly reduce its scientific quality. The most important drawback is that the authors accepted the self-reported complaint of PE as a 'PE syndrome'. Today, it is well established that the occasional symptom of PE is different than PE as a syndrome. Moreover, it is widely accepted that the authority-based PE definition of Diagnostic and Statistical Manual of Mental Disorders, fourth Edition (DSM-IV) lacks specific operational criteria, is vague in terms of operational specificity and relies on subjective interpretations by the clinician.
2 Therefore, PEDT, which was developed according to DSM-IV definition, should no longer be accepted as a reliable diagnostic tool. Indeed, it is demonstrated that, in spite of its high sensitivity, PEDT has a low specificity in detecting PE cases. 3 Furthermore, the authors claimed that it is unknown whether the prevalence of lifelong PE has changed after the International Society of Sexual Medicine (ISSM) redefined PE.
2 A recent publication has evaluated the prevalence of lifelong PE according to the ISSM definition and found it to be 2.3%. 4 Moreover, comparison of the prevalence rates of self-reported PEand PEDT-diagnosed PE has also been performed by McMahon et al., 5 who demonstrated that PEDT-diagnosed PE (16%) is more prevalent than self-reported PE (13%). The authors should have compared the findings of these recent articles with theirs and explained potential factors which resulted in different outcomes.
In addition to aforementioned issues, the authors failed to explain some critical details. Initially, a telephone interview was conducted and questionnaires were administered to the respondents; however, the number of men called and actual response rate were omitted from the final manuscript. The study also compared stopwatch IELT in an incomplete cohort of 1035 out of 2081 men. In many studies, IELT was measured for at least 1 month; however, this study only incorporated measuring IELT three times. Additionally, the authors indicated that 40.3% of the subjects used behaviour therapy; however, the specific type of therapy was not elaborated upon. Some patients included into the study also had erectile dysfunction, thyroid and prostatic diseases. Therefore, these patients should have been considered as acquired (secondary) PE patients and classified separately. Clarifying these issues would have strengthened their manuscript.
We urge future studies published regarding PE to adhere to current definitions and guidelines, in order to establish results that are reproducible and comprehensive.
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